INTRODUCTION
There is a consensus that the treatment for type A dissections is immediate surgery in order to prevent fatal complications such as cardiac tamponade, aortic rupture, myocardial infarction, acute aortic insufficiency and neurological complications [1] . However, the conventional surgical treatment, with a mortality rate of 10% to 30%, has its own complications arising from surgical trauma, the patient undergoing cardiopulmonary bypass, the extent of the aortic lesion and vessel impairment as well as complications related to the natural progression of the disease. Furthermore, conventional surgical treatment has a high mortality rate when associated with serious systemic diseases such as emphysema, diabetes and renal failure, and advanced age.
Endovascular treatment has been widely used to treat diseases of the thoracic aorta and isolated cases of the endovascular approach for repairing ascending aortic dissection have described in the literature. The present paper describes an endovascular repair of a patient with ascending aortic dissection.
CASE REPORT
An 84-year-old patient from Mato Grosso do Sul suffering from chest pain and dyspnea was admitted to a hospital in Campo Grande, MS in October, 2011. The patient was diagnosed with chronic obstructive pulmonary disease, diabetes mellitus, decompensated congestive heart failure, pneumonia and chronic renal failure.
SHORT COMMUNICATION
Chest radiography showed meadiastinal enlargement. Bedside echocardiogram showed dilated myocardiopathy (FE 0.4) in addition to an image typical of ascending aortic dissection.
A CT angiogram was performed showing "Stanford type A aortic dissection compromising the aortic arch and descending aorta" without damage to the supra-aortic branches and the beginning of the dissection at 1.0 cm from the right coronary ostium (Figure 1 ). No reentry points were observed.
According to the severity of the patient's clinical picture, conventional surgical treatment was deemed unfeasible due to her comorbidities and a high risk of death (EuroSCORE 83%). Thus, the patient and her relatives consented to the endovascular treatment suggested.
The manufacture of a 40-mm-diameter stent graft, containing an 8-cm covered segment and a 2-cm uncovered free flow segment, was ordered. The uncovered segment allows for increased anchoring area since it is fixed in the aortic arch without the risk of occlusion of its branches. The patient underwent bilateral femoral artery dissection under general anesthesia and in a hemodynamic environment. Since it was an exception and a high risk procedure, the contralateral femoral artery was dissected in case a sudden emergency cardiopulmonary bypass was needed.
The left femoral artery was catheterized to insert the aortography catheter and locate the coronary ostia. The right femoral artery was dissected, exposed, and the guidewire was inserted, with its end passing through the aortic valve and entering the left ventricular chamber. The patient was put under induced hypotension and the stent was placed above the coronary ostia. The coronary ostia were only marked, not catheterized, as to better visualize the correct placement of the stent directly above the right ostium. Therefore, the coronaries were not selected, but rather contracted in the ASD acquisition mode to determine the distance from the right coronary to the dissection entry point. The rigid guidewire was placed inside the left ventricle, since the device had to be in a transvalvular position (Figure 2) .
The aortography confirmed the exclusion of the false lumen and the patency of the coronary ostia.
The patient was extubated in the operating room and sent to the ITU. Patient's progress was satisfactory and she was discharged from the hospital. As requested by the nephrology team, no contrast exams were performed prior to the discharge. During follow-up, since the patient was well and her creatinine clearance was below 25%, imaging exams with contrast were not performed, as they would have been just for control purposes and not for a prescribed medical reason, outweighing cost effectiveness.
DISCUSSION
The use of a custom-made stent graft has been studied as an alternative approach to ascending aorta lesions, hence, being reserved for patients who have are not able to withstand conventional surgery, but still need an immediate solution to this serious aortic disease. Endovascular treatment for aortic diseases is widely used for Stanford type B dissections [1] ; however, its use for the treatment of the ascending aorta is a challenge.
The procedure has a highly specific technique that demands preparation, refinement and sharp skills. The first report of the use of a stent graft for Stanford type A aortic dissection was published in October, 2007 [3] .
The literature is limited to examples of isolated cases where a stent was used in ascending dissection as part of a hybrid procedure. In 2007, a stent implant was reported; however, the patient was under cardiopulmonary bypass [4] . Recent cases have shown the use of endovascular therapy for ascending aorta in the treatment of pseudo-aneurysms [5] . Recently, in 2012, a case of type A ascending aortic dissection was published, in which the treatment was a stent implant and exclusion of the false lumen.
Our work shows that this technique is feasible and promising, and training of the surgical team is essential to its execution. A well trained surgical team can use this technique to approach complex aortic lesions, such as the one described, with an entry point at 1.0 cm from the coronary ostium.
CONCLUSION
The surgical outcome depends not only on the training of the team, but also on the attention paid to the stent itself, such as the appropriate radial force used for its setting and non-displacement,
